MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEFPARTMENT OF FUBLIC HEALTH AND WELFAR
Regl:lrnhnn District No, auo .,

DO NOT WRITE
ON THIS STUB

AMENDED

V5 300
Rev. 4/59

DATE AMENDED

3.1.8._anury Registration District No. 10.03.___-Ra-g|sh'nr s Ne. .1.021

—
STATE FILE NU

<

MBER

-—,_\

‘l . A000

= 1 “mﬂ:z OF ﬁékﬁ

a. COUNTY

T

Ua—

a. STATE

2. USUAL RESIDENCE (Where d:cealad lived.
Mis sour k- count

If institution:

Residence before

admission)

b. CITY (If ourside corporate limits, give TOWNSHIP only}

St, Louls,

OR
TOWN

c. CIlY
OR
TOWN

Length of stay in Ib

St, louis,

{nside Limits

Yes J Mo [

. FULL NAME OF {If NOT in haspiral, give location)

HOSPITAL OR

instiTuTioN A] exian Brothers Hospital

o, STREET
ADDRESS

Inside Limits

Yes[J Ne [J

{If euttide, give location)

5222 Idaho Ave.

Reside on Farm

Yes [] Ne O

3. NAME OF DECEASED
(Type or print)

Firar

Robert

Middle

G,

Last

Seckinger

4. DATE

Month

Day

Year

OF
oEATH  Qctober 12, 1963,

5. SEX

Male

é. COLOR OR RACE

White

7. Married O
Widowed [J

Never Married I8 |8, DATE OF BIRTH

Diverced [J 9/23/1902

9. AGE (last birthday} | |
Months

61

F UNDER 1 YEAR

IF UNDER 24 HR

Days

Hours Min,

10a. USUAL OCCUPAITION (Give kind of work done
dur- md" f worlung {ife, aven if retired)

10b, KIND OF BUSINESS OR INDUSTRY| 1). BIRTHPLACE {City and state or country) | 12, CITIZEN OF

St, Louis, Missouri. U.S.4,

Ta. NAME OF HUSBAND OR WIFE
None

WHAT COUNTRY

13b. MOTHER'S MAIDEN NAME

Frank X, Seckinger Margaret Isi

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT

{Yas_po, ar unknown} (If yes, give war or datea of terv
¥o. Y |[Fmil P, Seckinger
18. CAUSE OF DEATH (Enter only one csuse per lineror o smo o
PART |. DEATH WAS CAUSED BY: W S f é -
IMMEDIATE CAUSE (2}
4%2&7@

PART 1l. OTHER SIGNIFICANT COI'.\JDI ONS CONTRIBUTING TQ DEATH bur no! related to the terminal PART HI. If decessed was female was
there a pregnancy in last 90 days.

disease condition given in PA
&7% LA : ) [ O ves [ O Ne [ T Unknown

. WAS AUTOPSY |,20a. ACCIDENT  SUJCIDE 'HOMEI]CIDE 'Db DESCRIBE HOW INJURY OCCURRED (Emer nalure of injury in PART | or PART Il of item 18.)
[} [ :
-+

I3a. FATHER 3 NAME

Addrews

5222 Idsho Ave,

INTERVAI BETWEEN
ONSET AND DEATH

DOCUMENT

Conditions, if any,
which gave rise to
above cause [s),
stating the under-
lying cauvse =t DUE TO [¢).

£l oo
- d

INSTEAD OF

PERFQRMED?
YES[] NO

. TIME OF
INJURY

Hou Month, Day, Year ]
a.m.

p.m.

. INJURY OCCURRED
WHILE AT WORK [
NOT WHILE AT WORK (J

AMENDMENTS ON THIS RECORD ARE AS FOI.LOWS

MEDICAL CERTIFICATION

70e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

farm, faclory, street, offica bldg., efc.)

rﬂ. 1/;() "f;‘{) and lasr uwt-::a!ivann JO' /'2 ‘éﬁ

m on the date slared above, end to the best of my knowledge, from the causes stated,

S st

23d. LOCATION ({City, town, or county)

ok}

[ ol "
. I attended the deceased from A, AN 6J
11:30 P, M,

or title

Death occurred at.

22a, SI?TU%

23s. BURIAL, CREMATION,
REMOVAL (Specity)

Burial

4, UNERA
Gebken=-

22c. DATE SIGNED

Vo /Y 65

{State)

DRESS

USE BLACK INK

22b.

SHOULD READ

TYPEWRITER RIBBON

Z3c. NAME OF CEMETERY OR CREMATORY

85, Peter a Pa
St 25. DATE RECD. BY LOCAL REG.
Loui eiB, 3

23b. DATE
mmﬁortu&ry §

BY AFFIDAVIT OF

ITEM NO.

0CT 14 1863

{Licensed Embalmer’s Statement or Reverse Side)




Y

- . . . s

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by i i Student. Emba'mer No.

working under my personal -supervision. %—% 7

Student. Signed
4.3769

Signaturs of Student Embalmer
" Licensed Embalmer
P. O. Address. ‘

MNote: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING (Failure to comply
with the above constitules grounds for revocation of license}, : ‘ - . .

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng "
‘II this bady is not embalmed, fact should be so stated above.




